—

THE DIVISION OF HEALTH OF MISSOUR|

29-012966

...':;:.F Dr. Powell STANDARD CERTIFICATE OF DEATH T R ‘
Service ﬁeaisfrution District No. uw/z,gm.._..__..__....Primnry Registration Dis"icjﬂw;ﬂw _____ Reghnar'sk..{#‘#_gu..%.-n
1. PLACE OF DEATH o 2. USUAL RESIDENCE (Where deceased lived. If institution: Resi:ionca ;,
- 300 o COUNIY  GREENE > HtESOURI b COUNTY  GREENE"
1-57 b. CITY (I outside corporate limits, give TOWNSHIP enly} | lnside Limits .. CITY 0 3F & Inside Limits
Toww SPRINGFIELD Yos [ No [ toww SPRINGFIELD “1 Yesl® ne[J
fal c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET {If outside, give location)} Reside on Farm
WeRiMiQrST. JOHN'S HOSP.| T2 yRs. || o 915 E. 0 X
3. NAME OF DECEASED First Middleo Last 4. DATE Month Day Year
(Type or print} EDNA CHLOE LIKINS D&Eru MAY 3 1959 ,
E 5. SEX 6. COLOR OR RACE 7 MARRI EDNEVER marrreo[ ] 8. DATE OF BIRTH 9. AGE Ln;:'z;:r; ::::.?,EQ;:EAR |:£:DER 2&:}!5.
FEMALE WHITE | woowen[] owvorceo[]] JAN., 29 1901 3 Y I
: 10e. USUAL QCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS CR 11. BIRTHPLACE {City and siate or country} 12. CITIZEN OF WHAT COUNTRY?
i durﬁﬁmg EWI#JE“." if retivad) INDUSTRY M ILLER . MISSOURI o USA

nclature in item 18, No symptams will be listed.

me

Doctor, coroner, stc. must use only standard no
All diseases in Part ! myst be causally reloted.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

13a. FATHER'S NAME

CHARLES W. ARTHUR

13b. MOTHER'S MAIDEN NAME

LTILLIE MAY

14. KAME OF HUSBAND OR WIFE

LEWIS LIKINS

15. WAS DECEASED EYER IN U, 5. ARMED FORCES?
(Y-Nre or uni\nqwn)l(lf yes, Give war or dates of service)

16, SOCIAL SECURITY NO. INFORMANT

NO

17.

LEWIS LIKINS

Address

SPRINGF IELD, MO.

18. CAUSE OF DEATH (Enter onl
PART |. DEATH WAS CA&SED BY:

IMMEDIATE CAUSE (o)

ona cause per line for {a}, (b), a

{c})

INTERVAL BETWEEN
SET AND DEATH

Death occurred at

- -~ , 1o
WL ;Eﬂ")' A.M.

» » -
Conditiens, if cay, W VMMM»\M /D»u?/lm‘ { B D
which gave rise 1o } DUE 70 ) » V- v v . v WA=
obove couse {a), 5
stating the under- ! !gz !! Z
g lying cause lost. DUE TO () _Ml
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal disedse ghndition given in PART | {o) AUTOPSY
g FORMED?
i /2 X YES NO [ ]
| 200- ACCIDENT SUICIDE HOMICIDE 0% DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART Il of item 18.) .
r
8 O O 0 g
§ 2c. TIME OF Hour Month, Day, Yeaor
/S INJURY o.m.
-3 p.m.
20d. INJURY OCCURRED 206. PLACE OF INJURY {e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
wHILE ATD NOT WHILE D farm, factory, strest, office bldg., etc.}
WORK AT WORK
21. | attended the deceased from g - 3 _S_ q and last lqu‘ alive on -

m on the date stated ubovu, and to the bast of my know!ledge, from the causes stated.

22a. SIGNATURE

(Degree! or tj‘1 le}

22b. ADDRESS

23a. BURIAL, CREMA n
REMOVAL (Seacify)

BURTA

23b. DATE

5/5/59

MAPLE PARK }

22¢. DATE SIGNED

24. FUNERAL DIRECTOR ADDRESS

H.H. LOHMEYER SPRINGF

25. DATE RECD. BY LOCAL REG.

IELD, MO.

*$ SIGNATYRE
.
-

S

d Embglmers 5t on Reverss Sldc)

Li




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

By M, OF DY oottt e e e e e et ane e ae e , Student Embalmer No. .....ccocvneennnen.

working under my personal supervision.

SEUAENL +ervrreereerveeeeeeresmseees e eeesesesresresesoeson o Signed /4/‘1/7%@@2

Signature of Student Embalmer
Llcensed Embalmer No. Z /Z ;

P. 0. Addr 7;;7 % ..... '
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND ING. (Failure

to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.




